




















































































































































































































































































































































































































































































































































































































THE SUPPCRTIVE SERVICES FROGRAM IN SENIOR HOUSING

The Supportive Services Program in Senior Housing, sponsored by the Robert
Wood Johnson Foundation, seeks to foster the development of innovative
approaches to the provision of support services for frail elderly in public and
assisted housing. Through a grant competition for state housing finance
agencies (HFAs), the program aims to demonstrate how HFAs, working with housing
project owners and managers, can provide and finance supportive services in
response to the needs of the frail elderly. Wwhile the program offers
considerable promise of identifying feasible models for delivering support
services specifically to the frail and at risk elderly living in public and
assisted housing, grants will not be made until November, 1988 and details of
the models proposed by the competing state HFAs are not available. A brief
description of the Supportive Services Program itself is possible however,

The program, directed for the Foundation by the Florence Heller Graduate
School for Advanced Studies in Social Welfare at Brandeis University, will
select up to ten HFA grantees to receive three-year grants of up to $400,000
each. The first year is intended to be a planning phase, with implementation
beginning in the last two years. The Foundation’s funds may be used for market
analysis, service package design, planning, training, and other activities
necessary to implement the supportive services projects, possibly including
small initial subsidies for services. The program emphasizes the integration
and coordination of existing agencies and service resources. It also
emphasizes the importance of partnerships among tenants, management, and
service providers. A noteworthy aspect of this program is its use of
uncommitted reserve funds from HFAs and local housing developments to help pay
for services and supplement state funds, community fundraising revenues, and
client fees.

Finally, the selection criteria for the grant competition make it difficult
to predict whether the models demonstrated will be replicable in most states.
The program will look for agencies with large fiscal resources and experience
in integrating a variety of funding sources and in undertaking needs
assessments and market research. States selected will also be those that have
strong existing partnerships between housing developments and service providers
and active support from both residents and related governmental organizations,
In short, while the Robert Wood Johnson Foundation’s program will undoubtedly
strengthen the service delivery models of progressive states, it is likely to
do little to promote supportive services in the less capable, more
inexperienced and challenging states.
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APPENDIX E

FEDERAL PROGRAM DESCRIPTIONS

THE NATIONAL DEMONSTRATION OF CONGREGATE BOUSING FOR THE ELDERLY IN RURAL AREAS
Overview of Program

The National Demonstration of Congregate Housing for the Elderly in Rural
Areas was a program developed by the Farmers Home Administration (Fm#A) and the
Administration on Aging (AoA). The program was implemented as a demonstration
from 1979 to 1983. The purpose of the program was to provide affordable
housing and supportive services to elderly and handicapped persons living in
rural areas. The demonstration consisted of eamarked loans for the
consgruction of congregate housing rental, assistance funds, and supportive
services,

The assumption of the program was that congregate housing would improve the
quality of life of rural elderly, particularly those with problems of limited
income, poor housing quality, and declining health or functional capability.

It assisted them in maintaining or returning to an independent or semi-
independent life style and in preventing premature or unnecessary
institutionalization as they grew older.

The joint demonstration was formalized between FunHA and AoA in 1979. The
FrHA was supposed to choose six diverse rural counties to participate in the
program, but ten sites were eventually selected because of overwhelming
interest. The program covered the stages of designing the project,
construction of the building, marketing, acceptance of the renters, and the
early stage of the provision of support services. The first project started to
operate in 1980. Since the program terminated in 1983, information on the
outcome of the program is limited.

Housing Envirorment

FuHA set down relatively broad guidelines for the construction of
congregate facilities., The housing was to be economical in construction, low-
rise (not to exceed two stories without elevators}, and could provide space for
commmity rooms, cafeteria, dining, recreation, and other special areas needed
by elderly and handicapped tenants. The size of the apartment units was to
fall within 570-700 square feet for one-bedroom units and 700-850 sguare feet
for two-bedroom units. Each apartment unit had to contain a bathroom and
complete kitchen facilities,

The average size of building constructed under the program was rather
small, with about 30-40 units in total. Each building had unique and
attractive features on a rather larger site, i.e., average 3.6 acre, emphasized
by each developer. The building basically had one bedroom units and
approximately 10 percent of units for handicapped persons.
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Target Population and Admission Criteria

The "frail"” definition was not strictly described by FmHA. However,
because the program’s central mission was to provide non-institutional
alternatives for frail or handicapped elderly, FmHA mentioned that 20 to 35
percent of the tenants might be elderly or handicapped persons who required
some supervision and services. As the result, 19 percent of the tenants of the
projects had 2 or more functional limitations such as ADL or IADL limitations.
Beyond the frailty of physical health, the program covered the person who had
lived in an isolated environment, and had mental problems and worries. The
most usual system for selecting the tenants was that the housing manager or the
service coordinator interviewed and screened the participants. Some projects
set up a formal assessment committee and assessment scales, but not all. There
was an income ceiling established by FmHA, which varied by location. The
program also intended to achieve a particular mix of tenants — with 20 percent
to 35 percent frail, representation of ethnic minorities equal to that in the
area’s elderly population, and a "good mix" of males and females.

Type of Services

FmHA regulations for congregate housing required that a minimum package of
services be provided by every congregate project. These services included:
full or partial meal service, with a minimum of one cooked meal per day, five
days a week; housekeeping for those unable to perform such duties; personal
care and services for those who need assistance; transportation and other
access to essential services; and social and recreational activities. Grantees
were urged to take maximm advantage of existing resources in the community and
not to duplicate services already available through other programs.
Demonstration funds were expected to support the provision of "limited gap-
filling services."™ Services were provided through reliance on varying
combinations of project staff and existing formal and informal comunity
resources. Five of the seven demonstration projects which were studied had
service coordinators paid by demonstration funds. In one site, the AAA shared
the salaries of the project director and secretary with the owner, and in one
site, there was no service coordinator,

Service Provision

FmHA regqulations provided that management of a congregate housing project
night be done by the owner of the project, a management firm, or an individual
agent such as a2 resident manager. The regulations made no mention of service
management as distinct from other management responsibilities. However, AoA
indicated that AocA demonstration funds were to be used to support a project
director position.

Although there were some similarities, each site adopted a different
managerent structure. The most prevalent pattern involved the location on site
of two individuvals, one representing the owner as housing manager and the other
the Area Agency on Aging (ARA) manager. The primary coordinators and/or
providers of support services were the AAA or other local agencies. The core
teams implementing the program were the recipients of Federal Funds at each
location: The developer owner (the FmHA Section 515 local recipient) and the
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area agency on aging (the recipient of AcA demonstration funds for services).
The State Office on Aging and the State and District Offices of the Farmers
Home Administration were also involved.

Costs and Funding

Construction Cost: The development cost varied among the projects; from
$1,050,000 to $1,575,000 (1983). The total cost per unit of the demonstration
sites averaged $37,781, while the average FmHA mortgage amowunt averaged $35,998
per unit. Only three of the demonstration sites were able to complete their
developments without exceeding the $1,000,000 loan limit that FmHA had set as a
maximm in the original announcement. Most of the supplemental funds for
developments over the $1,000,000 mark came from state FmHA allocations. Costs
of facility maintenance and operations, as well as service coordination and
delivery varied. . However, because the information was limited at the time of
the evaluation, the range was hard to document.

FmHA would provide for the construction and operation of suitable apartment
buildings under the existed Rural Rental Housing Loan Program {Title V, Section
505 of the HOusing Act of 1949, as amended). Under Section 505, FmHA provided
rental housing in rural areas for low- and moderate-income families, elderly
and handicapped persons. For the demonstration, $1,000,000 in low-interest
Section 515 locans, with a term of 50 years, were earmarked for each
demcnstration site. In addition, FmHA set aside "rental assistance™ funds to
cover all the new units; thus, each tenant’s payment for rent and utilities
would be limited to 25 percent of his or her adjusted income, with rental
assistance to make up the difference between that amount and the actual rent,

AoA assured the provision of supportive services, such as meals and
transportation, under its Model Project authority (Title III, Section 308 of
the Older American Act of 1965)}. Since AoA’s involvement under Model Projects
was normally limited to three years, each demonstration site was to be
allocated up to $85,000 per year for that period only.

All of the congregate housing projects were dependent on rental assistance
for their continued existence. If the rental assistance program were abolished
entirely, it was estimated that the majority of the current tenants could not
continue in the congregate setting.

Evaluation

The evaluation was especially designed to gauge the impact of the program
on individual tenants as an alternative to institutionalization. However, the
total evaluation was not carried out because of the lack of an adequate
research budget for the survey. Actuval data for the evaluation were collected
in seven sites. All the demonstration counties exceeded the U.S. average
percentage of the elderly population in 1980. The elderly in the demonstration
counties were also more likely to be living below the poverty level than
elderly in the United States as a whole. In most areas, median housing values
and rents also fell well below naticnal averages. The towns that the projects
served ranged in size from under 1,000 to 10,000 inhabitants.

From the perspective of the program objectives, the project improved the
housing situation of the residents being served, reduced social isolation, and
increased accessibility of supportive services. Concerning the avoidance of
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institutionalization, there was saome transfer of rursing home residents to
congregate housing, even though the cases were limited in number; in general,
though, little information on this point was developed.

The role of congregate housing in rural areas differs from that in wurban
commmities in two aspects. One is that the housing is expected to respond to
the broader needs of rural elderly lacking adequate housing and socialization.
Iin other words, congregate housing in rural communities needs to serve not only
the physically impaired but also the mentally deprived. The targeting and
screening of participants may not be appropriate if the criteria are the same
as those in urban congregate housing. The second point is the difficulty of
the measuring demand. Because of the scarce supply of this kind of housing and
facilities for the rural elderly, congregate housing is expected to serve the
broader community as a center of the elderly population. On the other hand,
the base of demand for this type of housing may not be reliable enough to
maintain full occupancy. Selecting locations of the projects is an important
factor in assuring the appropriate number of residents.

The Congregate housing program is currently in operation under the rural
rental housing program authorized by Section 515, Title V, of the Housing Act
of 1949, as amended. FmHA makes loans to build or renovate housing in eligible
rural commmnities. While AcA demonstration funds are no longer available,
supportive services may be financed by grants from State and area agencies on
aging or other appropriate State agencies. The Service package should include
one meal per day, transportation, housekeeping, personal care, and recreation.
Transportation service is a particular necessity for rural congregate housing,
Currently (August, 1988) FmHA has made loans to 47 projects, accounting for
about 600 units nationwide.

Sources

Interview with Sue Harris, Farmers Home Administration, U.S. Department of
Agriculture.

Cronin, R.C., M.J. Drury, and F.E. Gragg (1983), An Evaluation of the FmHA-AoA
Demonstration Program of Congregate Housing in Rural Areas: Final Report,
Bmerican institutes for Research, washington, D.C.

Farmers Home Administration, U.S. Department of Agriculture (1980).
"Congregate Housing Financed by FmHA,." Washington, D.C.
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THE OONGREGATE HOUSING SERVICES PROGRAM (CHSP)
Overview of Program

The CHSP, administered by the U.S. Department of Housing and Urban
Development (HUD), is based on the premise that the use of appropriate
communi ty-based supportive services can help frail elderly and handicapped
non—elderly persons avoid premature or unnecessary institutionalization.
Target populations are frail elderly and non-elderly handicapped persons.

The program only operates in (1) HUD-financed public housing projects
built and managed by local public housing authorities (PHA'’s), and (2)
PSection 202" sponsored housing.

The CHSP was authorized as a demonstration and funded under Title IV of
the Housing and Commmity Development Act of 1978, alsc known as the
Congregate Housing Services Act of 1978, It was authorized as a permanent
program by the Housing and Community Development Act of 1987. Thirty-eight
projects were funded in the first fiscal year of the program (1979).
Currently (1988) 60 projects are operating in 33 states serving some 2,000
persons. There are 32 sites at public housing, 28 sites at Section 202
facilities; 45 sites in urban areas, 15 in rural areas; and 51 sites for
older persons, and 9 sites for non-elderly handicapped persons) {AARP
5/22,88). &All but 3 of the initial awardees are still operating the
program in 1988.

Bousing Environment
The project must be for the elderly or handicapped and either:

a. A conventional congregate public housing project, or
b. Housing for the elderly or non—elderly handicapped owned
by a nonprofit corporation and funded under Section 202.

The size of the facility which received CHSP experimental funds was varied;
some had 22 residents, and some had more than 700 residents in the
building. The number of tenants who actually received CHSP services was in
the range of 10 to 50.

Independent apartment units predominate, although some group homes for
non—elderly handicapped are included. All buildings are specially designed
to include supportive architectural features such as grab-bars in
bathrooms, lever door handles, lowered kitchen cabinets, pull cords or
other emergency alarm provisions. The project must have a central dining

facility.

Target Population and Admission Criteria

Two groups critically vulnerable to premature institutionalization are
targeted: the frail elderly (62 years of age or over) and the non-elderly
handicapped.




There are no income eligibility criteria on this program, other than

those which screen the residents of public housing and Section 202
rojects.

P 3Originally, "vulnerable" was defined in CHSP as those who need
assistance in at least one Activity of Daily Living. In 1983, BHUD
tightened eligibility requirements. The new requlations required grantees
to certify in the applicant’s files that he or she has an inadequate
informal support network and needs assistance in two or more of the
Activities of Daily Living (ADL)} or the Instrumental Areas of Daily Living
{IADL), one of which must be eating or food preparation. In 1987, the
requirements were further revised to three or more ADL and/or IADL
limitations appearing on a HUD list, one of which must be in eating.

The quideline for CHSP participation in a building was initially set at
20 percent of the residents in order to maintain an atmosphere of
independent living. However, the actual participation rate varied widely
on a case-by-case basis, ranging from 10 percent to 100 percent in group
homes for the handicapped.

Type of Services

Program rules required the provision of two meals a day 7 days a week
for CHSP participants. Meal service was seen as the core service of this
program. However, in 1987, this reguirement was reduced to one meal a day.
Additional meals have been retained as optional on a case-by-case basis.
Meal service can be purchased by non-participants at their own cost.
Service can be contracted out by the site-manager.

Trained and supervised homemakers may be used to assist the program
participant, particularly in carrying out the functions of eating, bathing,
grooming, dressing, toileting, and ambulating.

Trained and supervised housekeepers may perform or assist the
participant in performing essential household tasks such as cleaning,
essential shopping, light laundry, simple home repairs, occasional cooking
or preparation of meals in units, and other light work necessary to keep
the home or apartment clean, neat and functional for its inhabitant(s).
Cther services necessary to maintain the independence of the participant
may be provided.

One important condition is that the CHSP services should not substitute
for services already being provided, but be in addition to these services.

Except meal service, housekeeping/chore service was the most
frequently provided service among CHSP sites. Personal care service,
shopping assistance and transportation services were provided by less than
half of the project sites (Ruchlin and Morris, 1985).

Service Provision .

Once HUD has approved its grant application, the public housing
authority or Section 202 sponsor hires a service coordinator who works with
a Professional Assessment Committee (PAC).

Typically, the PAC establishes admissions criteria and reviews resident
applications, while the service coordinator provides ongoing case
management. Consistent with HUD guidelines, PAC members must include at
least one member with a medical background {doctor, nurse-practitioner,
nurse, etc.) and a social service professicnal. The coordinator/manager of
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the project is also included in the PAC. PAC members are all volunteers
and serve without pay. t

The CHSP legislation requires public housing authorities and 202
sponsors who receive CHSP grants to establish a cooperative plamning
process with other commmity agencies. The Area Agency on Aging and the
local agency for the handicapped are specifically mentioned in the
legislation.

Costs and Funding

In fiscal 1979, the average yearly budget for a CHSP site was about
$90,000 ($10 million for 37 projects over 3 years). Between 1979 and 1987,
HUD allocated a total of $37 million to CHSP. The current total HUD budget
for CHSP is $4,224,000 for 60 projects for 10 months in 1988. The average
is about $70,000 per project, but the range is large because the provided
services and the number of participants vary from site to site.

In 1982, average CHSP expenditures per participant were $241 in
constant 1987 deollars (Sherwood et al., 1985). This includes expenditures
for meals (14 per week), general administration, housekeeping, perscnal
care, transportation, and social work. Expenditures for meals accounted
{grsa little more than half of total expenditures (Ruchlin and Morris,

85).

The program limits the proportion of expenditures which can be used by
the awardee for administrative costs. The participants pay part of the
cost of meals and services received. Each project sets its own sliding fee
scale. 1Initially, a scale could be established freely, based on
participant income and allowing for a 100 percent subsidy for individuals
with extremely low income,

HUD had at first encouraged diversity and project-specific tailoring of
fee schedules. Some programs had a sliding scale based on participant
income and others charged a uniform fee. Some programs established one
monthly fee for all meals for all participants; others developed sliding
fee scales for either individual meals, total number of meals per day, or
total number of meals per month.

Many charged only for meals. Even within this one service and within
charging mechanisms there was considerable variation across sites. At
sites with a uniform fee for meals, the range was from $10 a month at one
site to $100 a month at another. At sites with a sliding scale, the
highest fee at one site ($31) was $3 less than the lowest fee ($34) at
another site (Holms, 1980).

This diversitg of fee schedules approach was changed in 1987, Flat
rate fees are no longer accepted. All sites must have a sliding fee scale
which incorporates a minimum fee of no less than 10 percent of the
participant’s adjusted monthly income (April, 1988).

Evaluation
The evaluation of CHSP was performed by the Hebrew Rehabilitation

Program Center for the Aged. The study concluded that the process of
implementation of the experimental CHSP was generally successful.
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According to the performance evaluation, the CHSP experimental program
was well targeted in terms of serving the vulnerable elderly. Effective
targeting means providing services to those who really need them to
maintain their independence {the "vulnerable”), rather than allocating
services to those who have no such need (the "non—vulnerable"). On the
whole, CHSP projects were very successful in targeting services
specifically to those elderly who required them. Based on applying the
Hebrew Rehabilitation Center for Aged Vulnerability Index, the study
concluded that slightly more than one-fourth of the 1706 residents were
classified as vulnerable, and cover 85 percent of these vulnerable residents
were provided services, Fewer than one-fourth of the remaining non-
vulnerable residents were provided services. This was an impressive
overall allocation of services, though, ideally, only vulnerable residents
would receive services, There was a considerable varjation in targeting by
each participating project. The percentage of non—vulnerable served ranged
from 7 percent to 40 percent. The data suggested that, without special
efforts, the provision of services to vulnerable residents could be
expected from programs in facilities which were relatively small in size
and contain high percentages of vulnerable clients. Viewed from a planning
strategy perspective, the study suggested that better targeting to
vulnerable residents who constituted a relatively small group within a
large facility required additional staff training in outreach methods and
the use of assessment procedures (Sherwood, Morris and Bernstein, 1984).

The tailoring analysis looked at the major services provided. It
referred to the extent to which CHSP participants received services
appropriate to their assegsed needs. In determining whether CHSP
articipants received services appropriate to their needs, the analyses
focused on two main issues. One was the degree to which persons assessed
as having a specific service need received such services, whether directly
through CHSP, or other formal agencies, or informal support resources. The
second issue concerned the extent to which particular CHSP services were
provided to persons who did not appear to have a specific need for those
services,

In many respects, findings were positive from both the tailoring
analyses of the three services {meals, housekeeping, and errands). In
general, the vast majority of those who needed particular services received
them from one source or another, while a small minority received services
they did not really need.

Furthermore, of the six services for which it was possible to determine
whether those with no apparent physical functioning need were being served,
there were only two — meals (60% of the total, but only 48% of the
. vulnerable) and chores (50% of the vulnerable) -— in which 50 percent or
more of those with no apparent need were furnished with services.

The service which served the highest proportion of those with no
functional need was meals. However, it could be said that persons who did
not have functional need for meal service could have a social need to
receive such services. Since most of the sites considered socialization
needs in determining eligibility for CHSP, an evaluation of the tailoring
of meal service which considered only strict physical need, and failed to
take the need for social interaction into account might be insufficient.
Also, the inclusion of greater numbers of residents in the meal program
might help to reduce the costs of providing the service. (Sherwood, Morris
and Bernstein, 1984). .
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To evaluate the impact of the program, the study took two groups:
selected tenants from CHSP buildings (Experimentals) and tenants from non-
awardee PHA and "202" buildings (Controls). Major conclusions are as
follows.

1. The definition of vulnerability used, (i.e., deficient on one ADL),
was not an accurate measure of vulnerability because it was not likely to
identify elderly who were really at risk of being institutionalized. If
preventing institutionalization was the primary goal, housing sites which
have a small proportion of high-risk elderly, e.g., 25 percent or less, and
do not focus on admitting such persons even after CHSP-type services become
available, were inappropriate choices.

In the short period of the early operation of the program, there were
no statistically significant differences between the experimental and
control groups in the aspect of the avoiding institutionalization. A year
later, however, there was a difference in the proportion of experimentals
and controls who had spent time and in an institution. Overall, about 15
percent of the experimentals had at least one institutional placement,
while 23 percent of the controls had such a placement, Thus, for every
experimental who experienced an institutional placement, 1.5 controls
experienced such a placement.

However, an institutional placement does not mean permanent residency
in an institution. At the end of the study period, as many as 92 percent
of the experimentals and 88 percent of the controls resided in a commmit
(i.e., noninstitutional) setting, though, three-fourths of the residents in
the CHSP building prior to program implementation were not likely to be
institutionalized. Within this population over a one year period, based on
natural rates of institutionalization for such people, the number of those
estimated to be at risk of institutional placement in the average facility
only amounts to 3.5 people, 2.4 of whom would have begen functionally
vulnerable and 1.1 functionally independent when the program began
(Ssherwood, Morris, Bernstein, and Gornstein, 1985). In short, it was hard
to say that the CHSP served to delay institutionalization.

2. Quality of life measures examined included mobility, ability to
perform daily activities, and ability to care for oneself. There were no
differences between the experimental and control groups onh these measures.

Psychological status measures cover such aspects as life satisfaction
and morale., The CHSP has some positive effect on psychological quality of
life. A sigqunificant effect was found in self-satisfaction. The average
experimental CHSP participant was more self-satisfied than the average
member of the contreol group. This finding suggests that the intervention
was beneficial with respect to how the individual viewed him/herself.

Tenant satisfaction measures included satisfaction with both services
and housing. No differences were found with respect to satisfaction with
tenant's housing. The experimental group was more satisfied with services
than the control group.

Social activities included the nature and frequency of social contacts.
CHSP intervention neither harmed nor benefited the social activities of the
experimental group.

3. The evaluation sought to determine the extent to which the services
provided by the program were supplemental, or whether the family and others
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in the support network stopped providing informal service when formal
services were available from CHSP. In other words, did CHSP services
merely substitute for those previously provided informally or through other
social service resources and funding sources? Three measures were
examined: the level of formal support services received, the level of
informal support services received; and the resiliency of informal support
services.

On an overall basis, experimentals received a greater number of hours
of formal care than did controls. Experimentals received many more hours
of meals and also transportation. This indicates that CHSP did not merely
substitute for formal services to individuals received from other agencies,
but provided additicnal service.

Increasing formal service provision did not result in a reduction of
informal care. There was no area of service in which there was a
significant experimental/control difference in the hours of informal care
r;geived. Thus, ~there was no indication of a significant substitution
effect.

Eighty-nine percent of both experimentals and controls were receiving
at least some informal support services. There were no significant
differences in the groups’ expectations about continuation of these
informal support services.

4. The maintenance of effort analysis examined whether or not housing
management maintained prior services to the building funded under other
auspices. In order for effort to be maintained, services cannot be fewer
than they would be in the absence of CHSP. CHSP did not reduce the number
of non-CHSP services, and effort was maintained in the CHSP building.

5. To the extent that it can have positive effects on vulnerable
regidents in the building, even those who are not directly participating in
the program, CHSP can be considered a potentially cost-saving mechanism for
meeting the needs of frail elderly living in assisted housing, This
"unbrella effect" reduce the use of non-essential long term care services.

The major evaluation study of the CHSP demonstration program was
performed in the early 1980s. After the study, the several program
requirements were changed. Specially, the requirements for eligibility in
terms of ADL and/or IADL were strengthened. This generally means the
targeting became stricter and may result in enrolling only persons really
in need and at high risk of institutionalization. In addition to this,
mandatory meal requirement was reduced so that the tailoring has been more
flexible. These changes are expected to produce rather different results
in effectiveness and efficiency of the current performance of the CHSP
program compared with the demonstration program analyzed in this evaluation
s .
In addition to changes just noted, the qualifications of the case
manager or site coordinators may need attention. The success of the
program strongly depends on the site coordinator’s ability to handle the
program. The basic knowledge on social work may be the fundamental
requirement for the coordinator. More analysis of appropriate
qualifications is essential.
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A Note on Services Prior to Cuspl

Before CHSP implementation, only a minority of CHSP buildings and non-
awardee buildings had a package of more than two services. While almost 20
percent of the houses in the general commnity had no services, many of the
CHSP houses had at least some form of one non-medical support service in
the house prior to CHSP (e.g., over half of the non-CHSP and over 40% of
the CHSP buildings had some type of meal service prior to CHSP
implementation).

There was a striking difference in the availability of
housekeeper/chore and personal assistance services between CHSP sites and
non-CHSP sites prior to CHSP service. Seventy-six percent of non-CHSP
sites did not have housekeeper/chore services, compared with 54 percent of
CHSP sites. Eighty-three percent of the non-CHSP did not have personal
assistance service, compared with 51 percent of CHSP. In the majority of
sites which had housekeeper/chore and personal assistance services, these
services were provided directly by the Housing Authority/sponsor staff.
These services were contracted out in one-third of the CHSP sites.

The proportion of buildings with social services at CHSP sites and at
non-CHSP sites was not substantially different prior to CHSP funding.
Fifty-four percent of CHSP sites offered some social services. Types of
social services available in CHSP and non-CHSP were; information and
referral, counseling, advocacy, assessment, financial counseling,
eligibility determination, legal assistance and friendly visiting. Social
services at most sites were funded and provided directly by the Housing
Authority or sponsor while the Housing Anthority and sponsor were major
funders, there were a variety of other funders, including Title XX of 583,
state, city/county, Title IIIC of QRA, etc.

A higher proportion of CHSP than non—-CHSP sites had transportation
services available prior to CHSP funding, but not escort services.

Health services are not funded under CHSP. However, 36% of CHSP sites
and 30% of non-CHSP sites provided health services under other auspices.
Types of services available were health screening, health education,
diagnostic services, and primary care/treatment.

More than half of the non-CHSP sites reported that there was someone
who had responsibility for admissions and assessment; approximately one-
third report someone had responsibility for service planning, and 42%
report that someone had responsibility for referral and follow-up. In the
Rousing Authority or sponsor. Among Housing Authorities and sponsors that
take on this responsibility the majority of staff assigned to this function
was professional, i.e., they had at least a B.A. degree.

Overall, case management responsibilities were performed at the
majority of non-CHSP sites. At sites where any of these functions were
carried cut, there was very little ocutside agency assistance and Housing
Authority or sponsor professional staff had responsibility.

1/ Figures in this section from Holmes, 1980.
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APPENDIX F

DESCRIPTIONS OF POSSIBLE NEW APPROACHES

CONGREGATE HOUSING CERTIFICATE PROGRAM
Overview of Program

The Congregate Housing Certificate Program (CHCP), as described in Newman
and Struyk (1987), is one of the conceptual models for the provision of both
housing and supportive services to the frail elderly. An eligible household
would receive a certificate entitling them to occupy an independent unit in a
private congregate housing project which provides necessary support services
on-site. These services would include: limited congregate meals, personal
care services, homemaker services, self-administered laundry, specialized
transportation and housekeeping. The housing would be a multi-unit project,
whg;: units are fully equipped and specially designed to accommedate elderly
needs.

Bousing Environment

The housing projects and support services would be privately developed,
financed, owned and operated and would be encouraged to serve voucher holders
as well as households paying the market rate. No predetermined mix of CHCP
clients and paying tenants has been established.

Potential recipients of CHCP vouchers would be certified by the local
Public Housing Authority possibly working with state or local health agencies.
Housing assistance income guidelines and the risk assessment tool used for the
CHSP would be applied to determine eligibility. Given a list of approved
congregate housing projects, the recipient household would then be responsible
for locating and moving into one of the available units. Once admitted to a
particular site, all further assessment would be done by the housing vendor.
It is assumed that both a case manager and medical personnel would work
together to tailor the services available to meet individuals’ needs.

Target Population and Eligibility Criteria

To be eligible for vouchers, households would have to meet income criteria
for housing assistance, be 62 years of age or older, and be judged at high risk
of being institutionalized. Vouchers would be redeemable only in approved
projects, as opposed to being used in the household’s current home and the
program would endeavor to assure that a diversity of options were open to
certificate holders. At the time of application, households could either be
homeowners or tenants. The mandatory condition is that regardless of their
ovnership status, they be willing to move into the housing project. This
condition is likely to result in an automatic screening cut of those at a lower
risk_of institutionalization and attract those who seriousiy need the available
services.
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‘ypes of Services

The services available in the CHCP would include: limited congregate
meals, personal care services, homemaker services, self-administered laundry,
specialized transportation and housekeeping. Services would be tailored to
clients’ needs by an on-site case manager. Services would be provided or
contracted directly by the vendor.

Cost and runding

The cost of providing housing and support services has been estimated to
approximate $954 per month (1987 dollars) assuming that the housing facilities
were built in 1985 (Heumann, 1985). Assuming a contribution towards these
costs of about 5C percent of the household income, and that the income of
occupants is the same as that of the "average" elderly recipient of housing
subsidies, the monthly subsidy would be $624 (987 dollars) {(Newman and Struyk,
1987). Although a participant contribution of 50 to 60 percent of household
income has been presumed as a viable rate, this would be the case only if such
a level would not jeopardize the financial stability of the household. The
current proposal is that one payment standard be assumed. It is possible that
this might vary with the varying degrees of frailty and need for services.

Evaluation

The total resource cost per month of service at the congregate facility,
$954, is higher than the CHSP, $816, because new housing units are being
employed exclusively; but it is lower than the cost of the intermediate care
facility; $1,431. The cost to the government (subsidy), however, is a little
less than that for CHSP; $624 vs., $651, and considerably below the ICF’s
subsidy of $943. If the tenant’s contribution in CHSP were not set at 50
percent of gross income but kept at the 30 percent rate for housing assistance,
the subsidies for the CHCP package and intermediate care would be quite similar
{Newman and Struyk, 1987).

Comments

The key features of the CHCP are the enhanced opportunity to live in
housing with services, and the rationalized administrative process and cost of
conjunction of housing and supportive services. There has been some recent
movement toward using rent supplements (Section 8 existing housing assistance
certificates and housing wvouchers) in more supportive living arrangements.
Congress authorized two initiatives in 1983 that HUD is now implementing: the
use of rent supplements in "single room occupancy” (SRO) arrangement and the
use of rent supplements in shared living arrangements (Newman and Struyk,
1987). The CHCP could be an important option which avoids the complicated
procedures for obtaining and coordinating shelter and supportive services from
different public agencies.

A question is whether there are private congregate projects on the market.
If there are not, the provider of an existing project is not likely to be
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willing to offer units to the voucher holders. A small program could easily be
accomnodated with existing facilities. However, a program of intermediate size
might bring some difficulty, because suppliers may have to develop new
facilities to respond to demand with no gquarantee that demand would actually be
sufficiently large or stable to support a new facility in the long term. Two
points suggest this might not be problem. First, a service might be added to
many projects with little difficulty, although some unit modification would
generally be necessary. Second, the general evidence on the responsiveness of
housing suppliers indicates that supply will be forthcoming if the incentives
are right. The CHCP would be considered in conjunction with a program which

would stimzlate the new supply of specially designed congregate housing (Newman
and Struyk, 1987).

-

Sources

Newman 5. and R. Struyk (1987). Housing and Supportive Services: Federal
Policy for the Frail Elderly and Chronically Mentally I1l. Washington
D.C.: The Urban institute Paper 2199-01A.
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LIFE CARE AT HOME
Overview of Program

Life Time at Home (LCAH) is a new long-term care insurance and service
delivery model which combines the financial and health security of a continuing
care retirement community (CCRC) with the freedom and independence of living at
home. The model was developed by the researchers at Bigel Institute for Health
Policy, Brandeis University.

Medicare conly helps support the expenses of acute illness; it does not
cover care for disabilities resulting from chronic illness. The majority of
elderly cannot afford one year in a nursing home. To deal with the financial
aspects of long-term care, several models have been developed. Insurance for
long-term care is one model; another model combines insurance with a service
delivery mechanism. Both models have as a central feature the pooling of
financial risk across an elderly population. Examples of the latter model
include continuing care retirement commmities (CCRCs) -— which insure and
provide health care along with a wide array of nonmedical services such as
housing -~ and social/health maintenance organizations (S/BMOs), which deliver
needed health care for a fixed premium. LCAH is & new long-term care finance
and delivery model that combines elements of existing options.

LCAH involves risk-pooling for long-term care and provides similar benefits
and quarantees of CCRCs, including eventual unlimited nursing home care, to
subscribers who continue to live in their own homes instead of moving to a
campus. Be eliminating the campus component, program costs are substantially
lowered and more individuals can participate. LCAH insures enrollees against
the catastrophic costs of long-term care and provides a case-managed delivery
system to ensure access to needed services. LCAH differs from current long-
term care insurance offerings in at least two important ways. First, in
addition to financing long-term institutional care, LCAH also manages and
provides lower levels of needed care. Second, LCAH places greater emphasis on
home care services compared with most long-term care insurance policies, which
cover primarily nursing home care and offer few, if any, in-home benefits.
Third, LCAH offers lifetime coverage, compared with the prevailing limit of
three to five years of coverage for most long-term care insurance policies.
LCAH is also more comprehensive than the S/HMO, which provides limited chronic
care benefits,

The first demonstration of this new model is now being developed by a joint
venture of a continuing care retirement commmity (Foulkeways Retirement
Community) and a hospital (Jeans Health System) in northwest Philadelphia. The
program’‘s start~up is being supported by the Robert Wood Johnson Foundation and
the Pew Memorial Trust. The Jeanes-Foulkeways Life Care at Home Program began
marketing and enrollment in 1987.

Program participants live in their own homes or apartments. To create a
sense of commnity, the program may develop a centrally located social club
and/orkhealth care facility, or may simply rely on existing social-community
networks.
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Target Population and Admission Criteria

The LCAH model will initially enroll on an insurance basis only well
elderly up to age 85, excluding those with one or more limitations in
activities of daily living (ADL)}. There will be an entry assessment similar to
what is currently done in CCRCs. Subsegquently, eligibility for chronic care
services will be determined by case managers who will use a standardized
assessment screening tool to determine a member’s degree of dependence across a
number of medical, functional, and mental status factors. When a member’s
eligibility for benefits is determined, the case manager will develop an
appropriate care plan that specifies the types and amounts of services the
member needs. Individuals who do not meet the entrance criteria may enroll aon
a fee-for-service basis and receive access to a managed delivery system. The
program is expected to appeal to a slightly younger segment of the elderly than
campus CCRCs. The majority of entrants will be under age 75, with nearly half
between age 65 and 69. The study assume an enrollment penetration of about one
percent, a minimum plan size of 500 members, and a target enrollment of 1,000
nembers,

Type of Services

The LCAH service package includes two broad categories of services:
gquaranteed services which will be basically delivered at no additional cost,
and brokered services for which members will pay the full cost on a fee-for-
service basis. Services are based upon five principles: financial protection;
importance to the concept of comprehensive care: cost-effectiveness;
marketability; and contribution to the sense of "community" among enrollees.
The guaranteed (insured) services include the chronic care benefit package
vhich has skilled and intermediate level nursing care; personal care, home
health and homemaker services; in-home electronic monitoring; respite and day
care; occupational speech, and physical therapies; and in-home meals. Other
services might include medical/acute care; emergency services and
transportation; pharmacy; podiatry; dental care; and eye care. The brokered
(non—-insured) services such as housing, non-medical transportation, home
maintenance, and social and recreational features, will vary based upon
specific market and sponsor characteristics at various LCAH sites.

Service Provision

The package of benefits and services that the LCAH model provides can be
developed, marketed, and managed by a single sponsor or by a joint venture of
two or more sponsors. The risks associated with managing long-term care are
the major hindrance or increasing the long-term care insurance policies. LCAH
would use techniques such as specifying appropriate criteria to determine
eligibility for enrollment and for benefits, creating benefit limits, using
some cost-sharing techniques, and establishing a strong case management system.
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Costs and Funding

LCAH, under the several assumptions which researchers used, is expected to
cost about $5,000 to 510,000 in entry fees and between $150 to $200 in monthly
fees, depending upon age and marital status at entry and benefit package. All
of the entry fee and a gsizable portion of the monthly premium are intended to
cover institutional care. Monthly premium costs for noninstitutional care
services represent only about $40 to $80 of the total amount, depending on the
extensiveness of the community-based services covered {Tell, Cchen and Wallack,
1987)}. It is estimated a far greater proportion of the elderly can afford LCAH
than can presently afford CCRSs. The LCAH model may enroll individuals who do
not meet the entrance criteria on fee-for-service basis. The total annual
benefit for community-bhased services camnot exceed what it would cost to care
for the member in a nursing home. For example, if it is assumed that annual
nursing home cost are $25,000 at a 30% co-payment level, benefits up to $17,500
anmually for commmnity-based services would be guaranteed. Service use beyond
that would be paid for by the client on a fee-for-service-basis.

Evaluation

While the program has not been operated for evaluation, the study mentioned
that there existed significant interest in the LCAH concept among elderly
consuers because it would ingure the costs of long-term care while retaining
the right to live in their current home. LCAH has a market potential of at
least 10% of all elderly, based on conservative interpretation of interest and
eligibility among a randomly sampled elderly population (Tell, Cchen and
Wallack, 1987). The critical points, of course, will be the growth rate of
chronic illness and long-term care needs within the insured population.

Sources

Telephone interview with G.F. Malfara, Plan Counselor, Jeanes/Foulkeways Life
Care at Home, Philadelphia.

Jeanes/Foulkeways program brochure.

Tell, E.J., M.A. Cohen, and S.S. Wallack (1987), "Life Care at Home: A New
Modeé- ggg Financing and Delivering Long-Term Care," naquiry, V.24,
p.24 .

Cohen, M.A., E.J. Tell, J.N. Greenberg, and §.S. Wallack (1987), "The Financial
Capacity of the Elderly to Insure for Long-Term Care," The Gerontologist,
V.27(4), p.499-502.

Tell, E.J., M.A. Cohen, M.J. Larson, and H.L., Batten {1987), "Assessing the
Elderlys’ Preferences for Lifecare Retirement Options,” The Gerontologist,
v.27{4), p.503-509.
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SOCIAL HEALTH MAINTENANCE ORGANIZATIONS

Overview of Program

The Social/Health Maintenance Organization (S/HMO} Demonstration was
designed to test the expansion of prepaid coverage of community and nursing
home care in a controlled manner and the linkage of these expanded services
with a complete acute care system. To accomplish this the four sites (further
details below) were to follow four guidelines: 1) a single organizational
structure was to provide a complete range of acute and chronic care services;
2) a coordinated case management system was to be used to assure access to
appropriate services; 3) enrollment in S/HMOs was to include a mix of frail and
able-bodied elderly; and, 4) the organizations were to be financed on a
prepaid, capitated basis through monthly premiums from Medicare, Medicaid and
enrollees. . ’

The four sites (in Brooklyn, NY, Portland, OR, Long Beach, CA, and
Minneapolis, MN) began operating in March 1985. As of the spring of 1987 they
had a total enrollment of over 11,000 Medicare beneficiaries. All sites offer
all Medicare-covered services plus other expanded services. Expanded care
includes personal care, homemaker service, day care, respite care,
transportation and institutional care.

Organizational Models

Two different models were developed for the S/HMO demonstration project.
The sites in Portland {Kaiser Permanente) and Minneapolis {Seniors Plus) are
sponsored by an established HMO, thus functioning as a new benefit program for
an existing HMO. The sites in Brooklyn (Elderplan) and Long Beach (SCAN Health
Plan) were developed as new HMOs by long term care organizations.

while both models provide for case management, its location in the
organizational structure differed. In the HMO-based model case management for
the 5/B%0 was separated from the management of the general MO programs. In
the new HMO sites where the S/HMO is indistinguishable from the HMO, case
management was blended together for all programs.

The monthly member premiums for the programs ranged from $29.50 to $49.00:
(Senior Plus - $29.50; Elderplan - $29.89; SCAN - $40.00; Raiser - $49.00).

Problems and Successes

Barrington, Newcomer and Friedlob (1988a) discuss the organizational and
management performance of the S5/HMOs over the first 30 months of the
demonstration, in a paper prepared for the Health Care Financing
Administration, They found that the differences in planning, management and
provider arrangements were due to the differences in the sponsoring
organizations described above.

The two HMO affiliated S/HMOs became part of organizations that were
experienced in delivering hospital and ambulatory care. Although they had
limited experience in delivering long term care services, they had no
difficulty establishing organizational relationships and financial arrangements
with long term providers. Problems with conflicts over strategic planning and
marketing arose in the Seniors Plus program where the sponsor organization,




Group Health, Inc., had a competing TEFRA HMO that they considered to be a more
viable product than the S/HMO. (Section 114 of TEFRA, the Tax Equity and
Fiscal Responsibility Act of 1982 allows BEMOs to enter the elderly market and
be reimbursed by Medicare on a prepaid basis.)

The study reported that Elderplan and SCAN, the two new HMO sites, needed
extensive staff and financial resources to establish prepaid financing systems
and acute and ambulatory care delivery systems. The sponsoring agencies for
these sites, long term care organizations, contracted for all acute, ambulatory
care and long term care services. They provided only administration and case
management for the S/HMO projects. Although they had no problems with planning
and arranging for the delivery of long term services, this was not the case for
the planning of acute and ambulatory service delivery.

SERVICES FROVIDED

A social /health maintenance organization builds on the concept of a health
maintenance organization. Clients of an HMO pay a set fee in advance (called
a capitation fee} and have a variety of health services provided for them. The
S0 extends this model by including long-term care services. While the HMOs
have the incentive of providing adequate low cost outpatient care to prevent
higher costing hospitalization, the 5/HMOs have the incentive of providing a
combination of lower cost outpatient care as well as long term care services to
prevent high cost hospitalization and institutionalization. The services that
are provided by the four demonstration S/HMO sites include: acute and supple
mental medical services (medical, dental, optometric, podiatric, mental health
and audiclogic services), chronic care services (nursing home care, homemaker
services, personal care, respite, adult day health care, and transportation)
and case management services,

Limitations are set on the amount of chronic care services available to a
menber, and a co-payment has been required at all sites for all home care.

The caps on Services were done in one of two ways. At Elderplan and SCAN, a
set amount of dollars was available to each member for their use of either
home /commmity care or nursing home care services, or a combination of the two.
At Elderplan this amount was $6,500 per year and at SCAN it was $7,500. Kaiser
and Seniors Plus separated their community and nursing home caps, although they
set a limit on the overall use of both services: Kaiser - $12,000 per year and
Seniors Plus - $6,250 per year. Co-payments vary by site as well: Elderplan -
i;g/visit; Kaiser — 10% of charges; SCBN - $5/visit; and Seniors Plus - 20% of
rges.

ENROLLMENT /TARGETING
Controlling for a Case Mix

When the S/HMO project was developed it was recognized that since the
chronic care benefits of the program are not offered within the competing
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Medicare supplement market, there was a good possibility that the program might
be especially attractive to the already disabled population. Financing for
_chronic care benefits in S$/AMOs comes from private premiums and savings on
hospital services. Therefore, the S/HMOS need to enroll a membership that is
no more impaired than a cross section of the aged population if they are to be
financially viable operations.

With the intent of keeping the S/HMO population from becoming over
represented by severely disabled persons, HCFA agreed to allow the
demonstration sites to "queue" their applicants according to their self-
reporting of disability status. Quotas were established using national and
regional data on the prevalence of severe and moderate disability. Severe and
moderate disability was determined based on answers to questions on the
application. Sites were allowed to close enrollment to the severely 1mpa1red
if proportions exceeded 4 - 5 percent of new members. For the moderately
disabled they could close enrollment if proportions exceeded 10 - 17 percent.
Those that were closed cut were placed on waiting lists within the different
queue categories. While none of the sites ended up queuing for the moderately
impaired group, all sites except for Raiser queued for the severely disabled.

Greenberg, et. al., (1988) estimated the impact of queuing by looking at
the proportions of severely impaired clients and the potential proportions of
this group if all of those in the queue had been enroclled. Each of the sites
that chose to queue their clients showed different results: Elderplan would
have increased the percentage of severely disabled from 6.3 percent to 16.5
percent; Seniors Plus from 5.7 percent to 10.1 percent; and, SCAN from 7.9
percent to 8.5 percent. Although these increases differ by site, the general
impact of queuing is to significantly decrease the severely disabled population
enrolled and thus keep the costs of chronic care benefits in control.

Eligibility Criteria

Although the S/HMOs all followed the same basic screening and assessment
procedures, there were no standard eligibility criteria set. ULeutz et al.
(1985) presented two positions that came out of discussions on eligibility and
targeting, when the project was first being developed. The topic was whether
to limit expanded (chronic) care services to the severely impaired or to
include the moderately impaired in the group receiving these benefits. One
position was that the inclusion of the moderately impaired allowed for early
intervention which could delay, if not prevent, functicnal decline, thereby
keeping the higher future costs of hospitalization or institutiocnalization at a
minimum. The other position was that given the limited S/HMO budget for
expanded services, it could be wiser to limit these services to the most
severely impaired elderly population. Since the sites were paid a higher
reimbursement rate for those clients that were nursing home certifiable (NHC),
it was logical to partially link eligibility for chronic care services to NHC
status. While each site developed its own eligibility criteria for receipt of
expanded care benefits, they all did use NHC status in some capacity. Three
models were used: 1) Strictly limiting expanded care benefits to nursing home
certifiable (NHC) members (Kaiser and Elderplan); 2) Providing expanded care to
those who are NHC eligible as well as to the moderately disabled (SCAN); and 3)
Using the NHC eligibility, but allowing for exceptions based on the judgement
of case managers and the director (Seniors Plus},

L
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Enrollment

The initial enrollment goal per site was 4,000 clients in the first 12
to 18 months. The goal was set this high for the following two reasons: 1} to
provide for an adequate sample size of all groups in the case mix; and, 2} to
provide for an enrollment level at which sites were expected to break even on
their costs. As of December 1986 (21 months), the enroliment at the four
sites was as follows: Elderplan - 2,571; Raiser - 4,305; SCaN - 2,062; Seniors
Plus ~ 1,688 (Greenberg et al. 1988). Kaiser was the only program to reach the
goal of an enroliment of 4,000. Greenberg also explains that the break-even
point for the two sites that formed new HMOs, Elderplan (5,600) and SCAN
{3,900), were higher than the point for Seniors Plus (1,850} which was
associated with an already existing HMO.

Several studies have presented possible explanations for the low
enrollment in S/HMOs as follows (Greenberg, et al., 1988; Harrington, et al.,
1988a; Rivlin and Weiner, 1988):

1) Many elderly mistakenly believe that Medicare, Medicare supplemental
insurance and the TEFRA HMO policies provide chronic care benefits., If this
were true it would not be worth it to them to pay the extra cost for S/HMO
coverage.

2) Although sites were permitted to limit the number of impaired clients,
they did not advertise that fact. Potential clients who waited until they were
disabled to apply, often got closed out of the programs.

3) Sponsorship by long term care organizations may have negatively
affected the perceptions of unimpaired Medicare beneficiaries who identified
these S/HMOs with chronic illness, mursing homes and dependency.

4} Elderly are reluctant to change their personal physicians and to give
up their freedom to choose providers. This was at times compounded by the
limited number of physicians available to program participants and the fact
that some of the programs had their acute health care services in hospitals in
areas less desirable to the client population.

5) One of programs’ physician group did not support the S/HMO concept
since the capitation rates were so low. These physicians were known to be
discouraging their patients from enrolling in the S/HMO program,

6) The patient premiums were higher than for the HMO competition. Seniors
Plus had a particularly hard time marketing their program given the differences
between their TEFRA HMO program’s premiums and marketing and advertising re
sources and approaches.

Harrington et al. (1988a) state that the success or failure of the S/HMO
enrollment appears to be a function of the ability of these programs to compete
with other EMOs, as opposed to being a function of whether potential clients
were offered the choice of a high-option chronic care health plan and rejected
it. Greenberg et al. (1988) point out that the early experience of 5/HMOs
parallels that of commercial carriers of long term care insurance.
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This same study also looked at the medicaid enrollment in S/HMOs.
Initially it was planned that between 12 to 20 percent of the enrollees would
_be eligible for Medicaid. These expectations were too high. As of December
1986 the following was the proportion of Medicaid clients: SCAN - 10.7%;
Elderplan - 4.1%; KRaiser — 2.4%; Seniors Plus - 1.3%. Hypotheses for such a
low medicaid enrollment include: less attention paid to marketing to this
smaller segment; difficuities in marketing through the welfare gystem; and,
Medicaid recipients already have soms coptions for long term care benefits.

Case Management

The role of the case managers in the §/HMO demonstration sites is to
coordinate the comprehensive institutional and community-based long term care
services that make up the chronic care benefit package. In doing this they are
in contact with acute care providers, informal caregivers, and non-S/HMO
service providers.such as legal help, social security, housing, meal progranms,
etc.

The organizational structure of the S/M0C had an impact on the role of the
case managers. The two sites that were initially HMO affiliated left the
respongibility and control over acute care with the HMO professionals, The
sites developing their own HMOS assigned part of the utilization review and
discharge planning responsibilities to the case mangers of the S/HMOs.

A large part of case managers role, as discussed by Rivlin and Weiner
{1988), is to control chronic care costs. This is accomplished in the
following ways: l)encouraging substitution of in-home care for nursing home
care; 2)encouraging substitution of less expensive unskilled home help for
relatively expensive skilled medical home care services; 3)helping to avoid
extended hospital stays for long term care patients who no longer have acute
care needs; and 4)ensuring that the use of nursing home and home care services
is not expensive.

Predictions of Future Enrollment

Using the Brooking-ICF Long Term Care Financing Model to evaluate
potential effects of widely implementing S/HMOs, Rivlin and Wiener (1988),
predict an increase in membership between 1986 and 2020. By 2016 - 2020, 26
percent of the ‘elderly aged 67 and over would be enrolled and pay annual
premiums of $887 (1987 dollars) if S/HMOs were widely available. The long-
term care benefits should reduce Medicaid expenditures. By 2016-2020,
Medicaid home health expenditures would decrease by 8 percent and Medicaid home
health expenditures would decrease by 23 percent. This late decrease reflects
the extensiveness of benefits and higher costs of nursing home care. They also
predict that the number of Medicaid nursing home patients would decline by 6
percent in 2016 - 2020, from the 1986 base.

COSTS/REVENUES

Revenues for all S/HMO sites came from a variety of sources. Wwhile
amounts varied by site, the sources were relatively consistent: premiums, co-
payments, Medicare adjusted average per capita costs (ABRPCC), Medicaid
capitation, interest and other miscellaneous sources. In general, the largest
share of total revenue came from the Medicare AAPCC payments (45%-83%) and the
next largest share came from premiums (11%-19%).
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Harrington, et al., (1988b) examined the financial success of the S/HMOs
during the first 24 months of the project. Success was defined as providing
S/HMO services, while controlling utilization and expenditures to ensure the
financial viability of the organization. Generally, all sites, except for
Kaiser, overestimated- their total revenues due to lower Medicare and Medicaid
enrollments than were expected. The extensive marketing needs had not been
anticipated, and these costs were higher than expected as sites attempted to
reach their enrollment goals.

The high service costs for the two S/HMOs which developed their own HMOs
were related to the high acute and ambulatory utilization at those sites. The
two HMO affiliated S/HMOs were better able to control costs, using their past
experience in developing appropriate budgets. The following table compares the
net gains or losses for 1985 and 1986,

Total Revenue Total Expenditures Net Gain or Loss

Elderplan

1985 $1,633,024 3,631,846 -1,998,822
1986 5,726,551 9,120,503 -3,393,952
Kaiger

1985 5,123,953 5,367,315 - 243,430
1986 13,072,459 13,683,211 - 610,752
SCAN

1985 2,242,159 3,693,592 -1,451,433
1886 6,972,727 8,197,206 -1,224,479
Seniors Plus

1985 679,751 1,203,272 - 523,701
1986 3,534,260 4,508,478 - 974,218

The losses seen on the table above were not unexpected, although they were
larger than had been anticipated. Aaccording to Greenberg et. al, {1988) the
sources of the site’s losses were found primarily in high marketing and sales
budgets and administration that had not reached economies of scale, as opposed
to stemming from the scope of benefits or inability to manage services. As the
models are refined and developed it is possible that these losses will
diminish. For new sites to be developed without incurring such large losses, a
more detailed look at the specific costs to the program as they relate to the
organizational models is necessary. It has been suggested by Greenberg et. al,
(1988) and Harrington et al., {1988b), that the more financially viable model
may be that in which long-term services are added to an already existing HMO.
It is important to keep in mind that the initial S/MMO losses were not too
different from the experiences of earlier HMOs.

A point made in one evaluation (Harrington, et al. 1988b}, is that the two
sites not initiated in an established HMO had a more difficult time planning
and arranging for the delivery of acute and ambulatory service delivery. While
they were eventually able to work out the difficulties, a point can be made
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that it can not easily be assumed that health care organizations and long-term
care organizations can easily begin to provide a mixture of these services. It

" is with caution that housing programs should begin to look at providing a wide
array of long-term care and health services.

However, it is feasible that people living in publicly assisted housing
could use the S/AMO programs. While Medicaid clients are eligible for the
S/HMO services, their enrollment has been low. A special targeting effort to
include a large group of elderly assisted housing population provide the
opportunity for evaluating the costs and benefits of using a S/HMO or S/HMO-
like model with a publicly assisted population group.
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APPENDIX G

ADL, AND IADL DEFINITICONS

Support services programs typically include in their eligibility
requirements some need for assistance in activities of daily living (ADLS) or
instrumental activities of daily living (IADLs). The National Long-Term Care
Survey defines ADLs and IADLs in a way similar to many state programs. As
such, ADLs include: transfer; mobility; dressing; bathing; toileting; and
eating. IADLs include: heavy housework; light housework; laundry; preparing
meals; shopping for groceries; getting around outside; going places outside
of walking distance; managing money; and making telephone calls. The minimm
number of ADLs or IADLs regquired for eligibility varies, as does the
stringency in assessing the need for assistance.

HUD's Congregate Housing Services Program uses a condensed list of ADLs
and IADLs. HUD now places upper and lower brackets on the eligible level of
need, requiring that participants need assistance in three or more of the
following ADL/IADL categories, one of which must be in eating or food
preparation.

{a) Eating., May need assistance with cooking, preparing, or serving
mrg'ﬁut MUST be able to feed self; ’

(b) Bathing. May need assistance with getting in and cut of the
shower or tub, but MUST be able to wash self;

(c) Grooming. May need assistance with washing hair, but MUST be able
3) e care of personal appearance.

{d) Dressing. MUST BE ABLE to dress self, but may need cccasional
assistance.

(e) Transferring. May need assistance in doing housework, grocery
shopping or laundry, but MUST be mobile. Does not prohibit
persons in wheelchairs or those requiring mobility devices.

Source: U.S. Department of Housing and Urban Development (1983).
Monitoring and Technical Assistance Handbook for the
Congregate Housing Services Program (CHSP).
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